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Abstract 
 
Health care sector, including both public and private sectors, is an environment facing 
a great challenge. Securing the safety of people, who go to hospitals or Clinics for a 
health problem, and minimizing the errors coming from health care professionals, is 
the major concern around the world (Tucker, 2008). More specifically, the economic 
crisis that Greece is undergoing over the last years has a major effect on the health 
care sector. As a result, due to the shortages many people have turned to the private 
health care sector. 
 
This study investigates the reasons for the disfunction in the private Greek health care 
sector. To be more particular, it does not only explore the role of trust playing in the 
relationships among employees in the private health care sector and more particularly, 
the way trust is developed, but also the factors (collaboration, communication and 
teamwork) connected to trust which contribute to knowledge sharing. Moreover, it 
seeks to recognize the way knowledge sharing occurs and the organization of errors. It 
also aims to compare these with the existing literature and make a cross-comparison 
between the two private Clinics. 
 
Regarding the research itself, the qualitative method has been used and specifically a 
semi-structured interview guide. It is held in Greece, two private Clinics of 
Thessaloniki, where 12 employees have been interviewed (6 employees of Clinic A 
and 6 employees of Clinic B). Moreover, secondary sources of data have been 
acquired through academic journals, books and information from the organizations. 
 
According to the findings of the study, there is significant evidence regarding the 
significance of trust in the Clinics and its development. More particularly, trust exists 
among employees although it depends either on each one personality separately and 
his willingness or on each one‘s assiduity and skillfulness and is developed through 
different sources (years, experience, contact, good collaboration, daily routine on the 
work and support in their daily actions.). Additionally, the results showed important 
evidence concerning the organization and sharing of knowledge with that sharing 
occurring usually verbally among colleagues but not systematically. With reference to 
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the sharing of errors there is significant diversity among the two Clinics, concerning 
the degree they share the errors, but similarity in the treatment from higher-ups 
making a recommendation to the responsible with understanding and with severity if 
repeated. Finally, significant evidence has been found regarding the relationships 
among different layers of employees being friendly and professional and willing to 
contribute in any case. However, the point is the level of willingness of the 
newcomer. Recommendations as well as limitations are also discussed.  
 
Keywords: Knowledge management, knowledge sharing, organizational trust, 
antecedents of knowledge sharing, collaboration, communication, commitment, 
medication errors and teamwork in health care sector 
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1. Introduction 
1.1 Research aim 
 
The health care sector, including both public and private sectors, is an environment 
facing a great challenge. Securing the safety of people, who go to hospitals or Clinics 
for a health problem, and minimizing the errors coming from health care 
professionals, is the major concern around the world (Tucker, 2008). However, many 
studies (Lawton 2012; Patterson, 2013; Dean et al, 2002; Gawande et al, 2003; 
Armitage et al, 2007; Fordyce et al, 2003; Lingard et al, 2004; Rabol et al, 2011) have 
explored the way errors occur and the cause of those. It is supported that 
communication among professionals, based on collaboration and trust, is the principal 
contributing to errors in medicine. Enhancing discourse could lead to an environment 
providing safety not only in the health care sector, which has to do with peoples‘ 
lives, something invaluable, but also in other businesses with great danger (Giles, 
2012; Nemeth, 2008). These factors, collaboration and trust, could enhance the 
relationships among professionals and resulting into sharing their knowledge, 
experiences and daily routine (Lawton et al, 2012).  
 
The importance of administering and sharing knowledge suitably has permeated more 
and more into the structure of procedures within organizations and mainly in the 
health care sector by helping converting it into an environment without errors and 
trusting relations among employees (Fong & Kwok, 2009; Nicolini et al, 2008; 
Guptill, 2005). According to Styhre (2000), the ―organizational value‖ of everyone‘s 
knowledge grows when it is shared.  
 
More specifically, the economic crisis that Greece is undergoing over the last years 
has a great effect on the health care sector. Hence, due to the reduction of spending 
costs in this sector, of medical personnel and of finances, the health care sector and 
mainly the public sector malfunction (Industry report: Healthcare, 2012). Moreover, 
the public health care system is undergoing great depravation and inefficacy. This has 
resulted in many people turning to the private sector. However, over the last decades, 
attempts have been made to change the existing culture of the National Health 
System, but without any substantial result (Davaki & Mossialos, 2005).  Accordingly, 
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there is not an effective system of recording facts of medicine or ―a health information 
system‖ motivated to depict the utilities of resources and results of treatment (Davaki 
& Mossialos, 2005). 
 
Due to the circumstances, mentioned above in Greece, it would be crucial for the 
researcher to concentrate on a study observing the specific reasons of malfunction in 
the private Greek health care sector. Observing traits and behaviors, existing in the 
present management system and comparing it with related theories based on global 
studies will lead to important conclusions about: 
a) the way trust is developed and the reason 
b) the way knowledge sharing occurs and the organization of errors 
c) the relationships among different layers of employees 
 
1.2 Objectives-Methodology 
 
The objective of this dissertation is the role of trust playing in the relationships among 
employees in the private health care sector. More particularly, the way trust is 
developed and those factors connected to trust are explored. The focus is on 
collaboration, communication and teamwork among different layers of employees 
within an organization that can contribute to enhance knowledge sharing. The 
background analysis has to be connected with the empirical study which is to be 
evolved below, in order to answer the main goal and important findings arise. 
 
The main goal of the dissertation is: 
How is trust developed in order to exchange information individually or within a 
team? 
 
The method used is qualitative by conducting 12 interviews. The interviews are semi-
structured and in-depth, delivered to 6 employees of Clinic A and 6 of Clinic B. This 
research is held in Greece and more particularly in two private Clinics of 
Thessaloniki. Moreover, secondary sources of data are acquired through academic 
journals, books and information from the organizations.  
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1.3 Structure of dissertation 
 
A brief outline of the context of every chapter of this thesis is presented below: 
 
This chapter introduces the importance of this study and the reason it is held now, the 
objectives and the methodology of this research and presents the structure of this 
dissertation. 
  
Chapter 2 focuses on exploring the existing body of knowledge through a literature 
review from secondary sources of data (academic journals, books) regarding the 
importance of knowledge sharing as well as its antecedents, the significance of trust 
and its interaction with knowledge sharing and the factors of trust and collaboration 
which lead to knowledge sharing in the health care sector. 
 
Chapter 3 introduces the qualitative methodology chosen for this dissertation and the 
justification, the collection of data and its analysis as well as all the demographics of 
the research and the interview guide. It also covers the data trustworthiness and 
includes ethical considerations and limitations of this research. 
 
Chapter 4 includes the analysis and the discussion of the findings comparing not only 
the two Clinics but also the literature review with the findings. 
 
Chapter 5 includes the conclusion of this research emphasizing the crucial points and 
the recommendations for future research for both practitioners and researchers. 
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Literature Review 
2.1 The nature and importance of Knowledge Management  
 
Knowledge is a significant resource for every organization. In the era of technology 
and augmented rivalry, it is crucial to administer knowledge suitably (Fong & Kwok, 
2009). ―Knowledge assets‖ within an organization help to accomplish the best 
outcomes on the market (Miller & Shamsie, 1996). According to Prusak (1998), 
reliable knowledge management would contribute to the interchange of information 
directly and to novelty indirectly. Many companies have practiced different 
knowledge techniques for their best performance; employees have an informal 
exchange of knowledge and not a methodological one. It is reliant on everyone 
separately and their private system of channels. That is why a system of knowledge 
management is needed (Fong & Kwok, 2009).  
Many authors have interpreted knowledge management. One explanation utilized by 
the ―British Medical Association‖ and given from the ―American Productivity and 
Quality Centre‖ is ―the systematic process of identifying, capturing and transferring 
information and knowledge people can use to create, compete and improve‖ (Nicolini 
et al, 2008: 245). It is divided into ―tacit and explicit knowledge‖; tacit knowledge is 
obtained through training and personal undergoing and cannot easily be transferred, 
known as ―know-how‖ (Kothari et al, 2011; Lubit, 2001). It is essential for a company 
and consists of some types like the ―know-how‖, understanding the general 
environment, the manner of encountering any difficulty and daily business‘ tasks 
(Lubit, 2001). On the other hand, explicit knowledge is more ceremonial and can 
easily be transferred, known as ―know-that‖ (Kothari et al, 2011; Lubit, 2001). Every 
one of these contributes to making an organization powerful and having a distinct 
superiority with continuation prospect (Lubit, 2001).  
Knowledge management consists of some elements such as ―knowledge acquisition, 
knowledge creation or transfer, organizational memory, knowledge sharing, 
knowledge retrieval, knowledge leverage‖ (Yang & Wan, 2004). The key determinant 
is how to induce individuals to exchange information and save it in business‘ 
depository (Yang & Wan, 2004).  
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2.2 The nature and importance of Knowledge Sharing 
 
To be more specific, knowledge sharing is the intentional practice where knowledge 
can be reused through its conveyance from one person to another (Stewart, 1997). It is 
regarded as one of the principal cornerstones of knowledge management (Gupta & 
Govindarajan, 2000). Since knowledge is a main asset, companies strive to share 
knowledge more methodically and efficiently (Lavanya, 2012). Knowledge sharing is 
interpreted as the procedure of conceiving or transferring knowledge from an original 
unit to a receiver unit. Hence, it entails the spreading of information from one to 
another (Lavanya, 2012).  
 
The ―organizational value‖ of everyone‘s knowledge grows when it is shared (Styhre 
2000). Van den Hooff and De Leeuw van Weenen (2004) claimed that knowledge 
sharing can be divided into two types; ―donating and collecting‖ knowledge. That is 
to say, transmitting to others a person‘s mental asset and conferring with other 
employees in order to make them share their mental asset. However, Weggeman 
(2000) and Oldenkamp (2001) differentiated various types of persons who share 
knowledge and more specifically, Oldenkamp (2001) differentiated the individual 
transferring the knowledge to the other requesting the knowledge.  
 
Many authors (Hislop, 2002; Jarvenpaa & Staples, 2001; Kelloway & Barling, 2000) 
have explored the commitment to a company as a significant component in giving 
details about knowledge sharing. Porter et al (1974) investigated organizational 
commitment and observed that it was depicted by a faith in organizational objectives 
and values, eagerness to strive for the best for the company and thirst for preserving 
team spirit. Moreover, Hinds & Pfeffer (2003) assessed that a person who is devoted 
to the company and has faith in managers and colleagues, is more likely to share 
knowledge. Furthermore, Hall (2001) claimed that individuals are more eager to 
exchange knowledge when they are persuaded that if they do so, it will be beneficial 
and consequently, it will be acknowledged and utilized by others.  
 
It is important to mention the two tactics of knowledge management, ―codification 
and personalization‖, which are utilized by prosperous companies to share 
information and are evenly significant having concurred to knowledge sharing 
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(Hansen et al, 1999; Fong & Kwok, 2009). Specifically, the former makes the 
knowledge of the business more formal for utilizing it and necessitate the 
technological application, and the latter describes the condition where information 
about the company is in the individuals‘ heads and the exchange is dependent on 
interplay between them. In this phase, technological means are tools for conveying 
information and not for storing it (Fong & Kwok, 2009). Koenig (2001b) disputed the 
percentage 80%-20% or 20%-80% and supported that the balance of a mixed strategy 
50%-50% is better.  
 
2.3 Antecedents of Knowledge Sharing 
 
Many authors have analyzed persons‘ goals to share knowledge and the ―antecedents‖ 
of these goals (Huang & Huang, 2012). Ryu et al (2003) discovered that in the health 
care sector, a doctor‘s goal to share knowledge was affected in a positive way by 
behavior, ―subjective norms” and control in behavior. Van den Hooff and de Ridder 
(2004) said that a productive culture affected knowledge sharing importantly and in a 
positive way. Therefore, antecedents of individuals‘ goals to share knowledge are a 
groundbreaking culture and an interplay engagement (Huang & Huang, 2012). 
Moreover, ―transformational leadership climate‖ was connected with people‘ goals to 
share knowledge through team identification, and a person‘s disposition to knowledge 
sharing was the main element that affected the purpose to share knowledge (Yuwen & 
Phillips, 2010; Prodromos et al, 2009).  
 
Furthermore, efficient sharing of knowledge can only be achieved in the existence of 
a structure of society that includes trust and collaboration; the ―value orientations” 
which could enhance the eagerness of employees to share perceptions and knowledge 
(Rastogi, 2000; DeLong & Fahey 2000). What is more, Lee and Choi (2003) assessed 
that cooperation, trust, acquiring information, and “centralization‖ influence the 
knowledge sharing procedure. In addition, teamwork is an essential factor in a 
knowledge-developing organization by sharing their insights through conversation 
(Nonaka, 1991). 
 
13 
 
In General, Lavanya (2012) concluded that knowledge sharing is a continuous 
procedure in every company deducing that this, in the information technology area, is 
affected by a few elements like ―attitude, trust, perceived time pressure, 
organizational knowledge ownership, organizational culture, knowledge management 
initiative and absorptive capacity‖. 
 
Figure 1 The features that lead to knowledge sharing 
 
 
Therefore, according to some authors (Lee, 2000; Ardichvili et al., 2003; Lee & Choi, 
2003; Politis, 2003), it has been assessed that trust is an important factor and the most 
significant of all the above which can motivate people to attribute to knowledge and is 
mainly connected with knowledge management and consequently, with knowledge 
sharing. Since knowledge sharing is one of the pivotal aspects of knowledge 
management, and trust enhances knowledge sharing, organizational trust will be 
analyzed (Ho et al, 2010).  
 
2.4 The nature and importance of organizational trust  
 
As it has been mentioned above, this research will focus on trust as a factor that 
fosters complicated knowledge sharing between individuals (Chowdhury, 2005). 
Since trust has been largely seen as a notion complicated and multisided, it is 
important to give the interpretation of trust (Kelton et al, 2008; Staab et al, 2004). 
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Trust as a complicated concept has been defined as an aspect behaving ―between 
individuals and groups within organizations which are a highly important ingredient 
in the long term stability of the organization and the well-being of its members‖ (Ho 
et al, 2010:629). In addition, Mayer et al (1995:712) interpreted trust as ―the 
willingness of a party to be vulnerable to the actions of another party based on the 
expectation that the other party will perform a particular action important to the trust 
or irrespective of the ability to monitor or control that other party‖. Finally, Cook and 
Wall (1980) interpreted trust as the availability degree of someone to behave in a 
positive way and so trust in sayings and acts of the rest team. 
 
According to Mayer et al (1995) and Mayer and Davis (1999), trust has its root in 
three kinds (its antecedents) like ability, benevolence and integrity which affect trust 
among managers and can function alone among them. Ability consists of the aptitude, 
practical and professional capacities and characteristics that empower someone to 
cause effect to a particular sector (Mayer et al, 1995). Benevolence refers to the 
degree to which it is supposed that someone intents to act in a right way towards 
individuals who see him or her as a trustworthy person, apart from self-obsessed 
payoff incentive. Integrity entails an individual‘s understanding that the trustee is 
faithful to a sequence of basic rules that he accepts (Mayer et al, 1995).  
 
The extent to which teams in an interchange have assurance in each other‘s values and 
reliability, have positive attitudes to one another and favorable influence on their 
relations is essential in the progression of trust (Jones & George, 1998). That is to say 
that Jones and George (1998) distinguish trust as conditional and unconditional to 
make a distinction comparing ―the experience of trust‖ previously and later. The 
former refers to a situation of trust in which both groups are disposed to communicate 
with one another as much as everyone acts properly, with the use of a system of 
interpretation to set the circumstances and can assume the other‘s part. The latter 
describes the personal undergoing of trust that begins when someone leaves aside any 
doubts, because values in common organize the social condition, and are the means 
through which people practice trust. Although conditional trust permits a party to 
operate to with mutual aim, unconditional trust can essentially transform a party into a 
team. To be more precise, in order staff members carry out collaborative conducts that 
are challenging and need more time, involving notable ―self-sacrifice‖ and no 
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recompense, conditional trust may not be sufficient requiring unconditional trust. The 
advantage, coming from unconditional trust, entails a distinct superiority which 
results in a company‘s competence to reap the benefits from teamwork, cooperation 
and the progression of precious, inimitable and incomparable organizational abilities 
(Jones & George, 1998). 
 
In this research, trust is grounded on an understanding of the ability of others and it is 
suggested that the person that starts an exchange is founded on trust. (He et al, 2009; 
D‘Amour et al, 2008). Hence, trust can be evolved through enhancing discourse 
interchange (Blau, 1964). Moreover, higher knowledge exchange is dependent on 
trustworthy relations and in the absence of trust there is no probability of evolving a 
cooperative system (Dirks & Ferrin, 2001; Mayer et al, 1995; Andrews & Delahay, 
2000; Tsai & Ghoshal, 1998). To be more specific, interpersonal trust is believed to 
be a significant system to provoke fulfillment and dedication of employees, and thus, 
increasing the efficacy of the company (among others Lewis & Weigert, 1985; 
McAllister, 1995). Therefore, the focus is on the way tactics of the company can 
affect the development of interpersonal trust (Six & Sorge, 2008). 
 
According to Blau (1964), trust is an important part in a procedure of interaction 
among members of society. Additionally, Whitener et al (1998) suggests that sincerity 
of intercourse is a weighty factor of trust. Based on ―social exchange theory‖, 
individuals who are treated well within the organization have optimistic conduct for 
better performance (Blau, 1964). Accordingly, staff members‘ emotions regarding 
their loss of job could also have an impact on trust. A candid atmosphere of discourse, 
equality and justice in ―organizational‖ practices and processes, inferred 
―organizational‖ backing, gratification with work, and feeling secure in the 
employment are seen as important components of trust among managers (Albrecht & 
Travaglione, 2003). 
 
Furthermore, trust is supposed to be the interaction of individuals‘ ―values, attitudes, 
moods and emotions‖ (Jones & George, 1998). More particularly, values increase the 
―experience” of trust and can develop a tendency to trust which exceeds particular 
circumstances and relations; they are a crucial factor in the way individuals weigh up 
others (Mayer et al, 1995; George & Jones, 1997). Additionally, attitudes and values 
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interplay and can influence each other gradually (George & Jones, 1997). 
Respectively, moods and emotions are signs of ubiquity and “quality” of trust in a 
relation (Jones & George, 1998).  
 
2.5 Interaction between trust and knowledge sharing 
  
Many studies have explored the relationship between trust and knowledge sharing and 
the factors that contribute to trust among individuals and consequently to sharing their 
knowledge. Those factors will be analyzed below. 
 
Trust is essential in relations that permit persons to discuss with others in creating and 
sharing knowledge and so the degree of trust affects the range of information 
revelation and sharing between and among diverse teams (McInerney, 2002; McEvily 
et al, 2003). As Ho et al (2010) claimed, trust in the working environment has an 
indirect influence on ―online‖ knowledge sharing among companies. Accordingly, 
trust is crucial for knowledge sharing because knowledge sharing frequently relies on 
associations between individuals more than the conveying of knowledge at an 
impersonal level through reports and normal procedures (Hansen, 1999; Orr, 1996). 
Thus, many findings support that trust is a very important component in developing 
and upholding cooperative relations within society and have linked the greater layers 
of trust with bigger knowledge sharing (Newell et al, 2007; He et al, 2009). 
Additionally, many authors (Argote et al, 2003; Tiwana & McLean, 2005) claimed 
that trust can abate fear about inexact knowledge and enhance one person‘s eagerness 
to believe in other‘s opinions and command, resulting in making knowledge sharing 
easier. More particularly, personal convictions about another‘s capacity, generosity 
and uprightness cause to an eagerness to take a chance, which results in a relation of 
risk (Mayer et al, 1995). Thus, conducting no matter any potential danger is 
anticipated to have optimistic results in teams, and collaboration, knowledge sharing 
and others are anticipated to perform better (Larson & LaFasto, 1989).  
 
In a more thorough point of view, trust provides companies with benefits for their 
better operation leading to a more confident mood, higher layers of collaboration and 
consequently higher layers of achievement (Dirks & Ferrin, 2001). As it is also 
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largely admitted, trust could enhance collaborative conduct and so collaboration could 
enhance information exchange (Mayer et al, 1995; McAllister, 1995; Hurley & Hult, 
1998; Lee & Choi, 2003). Consequently, a commitment and cooperation climate 
where knowledge is shared urges participants of a team to dispense their information 
without coercion (McDermott & O‘Dell, 2001). However, trust cannot evolve without 
devoting time and exertion (Bresnen & Marshall, 2000b; Chan et al., 2004). To be 
more specific, employees in a trustworthy environment are keener to exchange 
knowledge (Ho et al, 2010). It is obvious that interpersonal surroundings can foster or 
block a prosperous knowledge sharing which conforms to the outcome of the study 
that trust, in the working environment, is of paramount significance in affecting the 
manner in which individuals interplay with others, and if they are disposed to share 
knowledge with others in online environments (Ho et al, 2010). Thus, in order to 
upset this situation, motives or instruction systems and organizational tactics have to 
be formulated that could promote a friendlier climate and develop an environment of 
fairness for knowledge sharing (Ho, 2009; Cabrera & Cabrera, 2002; Liebowitz, 
2008; Riemenscheider et al, 2009). There is also a correlation between work 
contentment and trust; if an employee has trust in his superior, work gratification will 
also be boosted and no anxiety feelings will arise (Dirks & Ferrin, 2001). However, 
Hwang and Burgers (1997) claimed that trust is an essential, but not adequate, 
precondition for collaboration; maybe trust could behave as a mediator.  
 
Many authors (Abrams et al, 2003; Lin, 2006; Robbins, 1998; Robertson & 
Hammersley, 2000) stated that reciprocal trust promotes a frank and excessive 
information interchange. Specifically, there is evidence that in the presence of 
reciprocal trust in the company, employees have faith in ―integrity‖, moral quality and 
competence of every individual (Robbins, 1998; Robbins et al, 2001). As it is stated 
by Mayer et al (1995) and Becker (1998), integrity comprises a person‘s dedication to 
ethics and is a significant dimension of employment conduct. That means that, staff 
members who possess ―higher integrity‖ have better worker performance than those 
who have ―lower‖ (Becker, 1998).  
 
It is also important to mention that working in a team is contingent on knowledge 
sharing and consequently this is affected by the extent of trust which exists among 
individuals (Chowdhury, 2005; Politis, 2003). Nevertheless, when individuals in a 
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team do not want to exchange information, or become involved, the whole fulfillment 
will worsen (Zarraga et al, 2003). Some benefits deriving from teams have been 
identified like ―productivity, quality, customer satisfaction, safety, job satisfaction and 
organizational commitment‖ (Cohen & Ledford, 1994; Kirkman & Rosen, 1999; 
Cordery et al., 1991). Additionally, training in a team is important for evolving the 
ability to collaborate and demonstrate the conduct distinctive of team atmosphere, 
providing valuable reporting, expressing opinions freely, comprehending the aspects 
of the other members and so on (Zarraga et al, 2003). Should teamwork be efficient, 
the members should hold expertise, abilities and behaviors to share a joint objective as 
it is supported by many authors (Salas et al, 1992; Cannon-Bowers et al, 1995; Sims 
et al, 2004). However, these are not sufficient since teamwork is based on the ability 
of every member to foresee what the others want (Baker et al, 2006).  
 
Finally, a ―social exchange theory‖ is evolved to research interplay among 
individuals, and implemented to knowledge sharing to comprehend when individuals 
share; this depends excessively on trust (Chadwick-Jones, 1976; Tiwana & Bush, 
2001; Bock & Kim, 2002; Staples & Webster, 2008). More particularly, 
―Socialization‖ organized by the company is significant in order to impart in new 
employees its values and rules, including training and educating them what was 
anticipated of them (Six & Sorge, 2008). As Coleman (1990) claims, gatherings out of 
the company among employees are essential for developing and making easier good 
relations, and allow the preservation of organizational climate. In addition, some 
aspects of a culture within organization, equity, alliance and novelty influence 
knowledge-sharing conduct (Bock et al, 2005).  
 
2.6 Trust and collaboration leading to knowledge sharing in 
the health care sector 
 
In general, knowledge management and more precisely knowledge sharing has a huge 
implementation and worth to the health care sector and mainly hospitals and clinics 
(Guptill, 2005). 
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As two CEO of hospitals stated in previous studies: ―Knowledge transfer has become 
a strategic imperative; it is no longer a nice to have, it is a must to have‖. (cited by 
Guptill, 2005:14) 
 
Several studies have explored the health care sector and the relations among the 
different professions. All the professions in a healthcare sector should collaborate in 
order to provide people with effective treatment (Baker et al, 2006). Although health-
care employees have been educated separately and have unique experience they 
should be trained all together and collaborate for efficient treatment (Baker et al, 
2006). There is evidence that persons do more faults than teams and particularly faults 
are decreased when duties are known to every person in a group (Smith-Jentsch et al, 
1996; Volpe et al, 1996; Sims et al, 2004). Even though many health care teams are 
based on hierarchy, high credibility teams educated in teamwork show features like 
confidence and reciprocal trust that eliminate the influence of hierarchy (Baker et al, 
2006).  Members possessing reciprocal trust are disposed to acknowledge the errors 
and be open to justified criticism (Bandow, 2001; Webber, 2002). Reporting among 
team members is a feature of efficient team accomplishment (Baker et al, 2006). 
Hence, members should observe one another and give report to enhance team 
operating; making certain that reporting happens, members should be educated for 
carrying ―timely, behavioral‖ and particular justified criticism to each other. The 
above characteristics are a crucial aspect of accomplishing higher-credibility in the 
health care sector (Baker et al, 2006). 
 
A determinant in making errors in health care sector is unsatisfactory discourse 
among colleagues (Fordyce et al, 2003; Lingard et al, 2004; Rabol et al, 2011). It is 
assessed that errors are caused by administrative employees, mainly nurses, and the 
cause could be in the inadequate or lack of communication, successive groups of 
physicians, heavy work, apprenticeship and so on (Lawton et al, 2012). A system that 
could measure discourse among group members between practical and backing staff 
is the ―Social Network Analysis‖ (SNA) as a precious instrument in planning 
processes for enhancing ―quality and safety‖ in the health care sector (Meltzer et al, 
2010; Knoke & Yang, 2008; Wasserman & Faust, 1994, Cross & Parker, 2004; Scott 
et al, 2005). This can be achieved by measuring the rate of interplay between 
employees (Tschan, 1995). The study revealed that there was recurrent discourse 
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between doctors and sisters but rare discourse by other physicians who interplayed 
with the physicians being watched (Fairbanks et al, 2007). Additionally, the rate of 
discourse as a gauge of mutual reliance between physicians changes over time 
depending on ―day or night shift‖ (Patterson et al, 2013). 
 
Regarding the relationship among different layers of nurses and doctors, some 
elements were added to management mistakes in the health care sector (Lawton et al, 
2012). There was a gap between senior and junior nurses; there was the observed 
necessity to demonstrate their degree of real aptitude and information. This resulted in 
the fact that they would prefer to take the chance of making errors instead of requiring 
advice. In some relations, there was empathy and dislike; that is to say that some 
nurses waited the physicians those having good relation and not asking the one 
responsible in their shift about a patient. Moreover, layers of management did not 
consider the climate mentioning everything as important, although such a climate 
would contribute to fewer mistakes (Lawton et al, 2012). Nonetheless, some factors 
hinder this, as it is supported by many authors (Lawton & Parker, 2002; Uribe et al, 
2002; Jeffe et al, 2004; Waring, 2005), namely precarious interpretation of mistakes, 
reluctance to mention mistakes not provoking injury, mentioning mistakes for which 
they took the blame, intrusion of privacy, a precedent disciplinary after referring to 
mistakes, failing to comment regarding errors and a faulty civilization. Thus, the 
relation between nurses and physicians was a significant factor foretelling healing 
mistakes (Lawton et al, 2012).  
 
Concerning the communication between doctors and sisters, Gotlib et al (2012) stated 
that these two specialties would rather have personal intercourse and information 
interchange through e-media. A powerful characteristic of cooperation between them 
is found to be a ―high quality communication‖ (Wanzer et al, 2009). Participators of 
the study disclosed that continual and trustworthy attendance of physicians, nurses, 
and consultants developed discourse among them to provide better treatment to health 
care clients (Gotlib et al, 2012). Once all these professions walked around in the 
wards for patient treatment, there was a rise in discourse among physicians. When 
they met daily and informally in a ward for a break, they had the chance to develop 
relations with other staff members and discuss patient problems. Additionally, there 
was the feeling from nurses that doctors of an older age did not communicate well and 
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respect them like younger ages. It was found that consultants were not easily disposed 
and interested to involve in discourse among professionals, and other professionals of 
the sector evade face-to-face contact regarding personal data of health care clients by 
depending only on graphs. Therefore, further training in intercourse among 
professionals and group-oriented abilities among doctors of every layer of personal 
undergoing could result in enhanced discourse (Gotlib et al, 2012). 
 
The above studies occurred around the world. However, regarding the health care 
system in Greece, it is known as a combined system including private and public 
sector and particularly the National Health System (Industry report: Healthcare, 
2011). The latter, founded in 1983, entails public hospitals, national urgent treatment 
and the Social Security Institute (Greek translation: ―ΙΚΑ‖) (Industry report: 
Healthcare, 2011). In addition, the Greek NHS can be described as a combined system 
with dimensions of the ―Bismarck model‖ and the ―Beveridge model‖ (Labiris & 
Dogramatzis, 2004). The private sector consists of ―diagnostic centers, laboratories 
and clinics‖. The increase in private health coverage and the evolvement of private 
sector is widely connected with underfunding of public sector (Industry report: 
Healthcare, 2011). However, the economic crisis may restrict the development in the 
private sector (Industry report: Healthcare, 2012). The private sector provided 
services mainly to affluent people because of their exorbitant prices (Davaki & 
Mossialos, 2005). ―Insurance” sponsorship are financed via companies and personnel 
input that is specifically financed by revenue (Mossialos & Davaki, 2002). Moreover, 
the public health care system in Greece undergoes great depravation and inefficacy 
(Industry report: Healthcare, 2011). Over the last decades, attempts have been made to 
change the existing culture of the National Health System, but without any substantial 
result (Davaki & Mossialos, 2005).  Additionally, there is not an effective system of 
recording facts of medicine or ―a health information system‖ motivated to depict the 
utilities of resources and results of treatment (Davaki & Mossialos, 2005). According 
to the Industry Healthcare report (2011), Greece‘s healthcare expenditure was 9.8% of 
GDP while the estimations and the prediction seem to be rising.   
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3. Methodology 
 
So far, the objective of this dissertation is the role of trust playing in the relationships 
among employees in the health care sector. More particularly, the way trust is 
developed and those factors connected to trust are explored. The focus is on 
collaboration, communication and teamwork among different layers of employees 
within an organization that can contribute to enhance knowledge sharing. The 
background analysis has to be connected with the empirical study which is to be 
evolved below in order to answer the main goal and important findings arise. 
 
3.1 Research paradigms 
 
Researcher has chosen to explore how people share their knowledge and experiences 
within an organization. She followed qualitative research in order to explore 
thoroughly employees‘ thoughts regarding collaboration, trust and knowledge sharing. 
There are two principal types of research and mainly of epistemology; the positivism 
and the interpretivism. On the one hand, positivism is largely used by most businesses 
and managers (Myers, 2009). This theory, supported by King and Horrocks 
(2010:12), claims that ―objects in the world have meaning that exists independently 
from any subjective consciousness of them‖. That means providing impartial 
information by the procedure of the study. There is a neutral reality which can be 
revealed, known as the conviction in the communication of information with what can 
be demonstrated to incur. The above and the pursuit of the body of rules in general, 
support the study to be quantified (King & Horrocks, 2010). This form utilizes 
independent and dependent variables and investigates the connection between them 
(Myers, 2009). It is greatly used by studies in information systems and international 
business (Myers, 2009). 
  
On the other hand, interpretivism is not so usual but has advanced over the last 
decades (Myers, 2009). It is quite different from positivism. This theory assesses that 
reality can be perceived through meanings, awareness and human language. It does 
not use dependent and independent variables but concentrates on the intricacy of 
human decisions (Kaplan & Maxwell, 1994). Of paramount importance is the fact that 
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it is needed to comprehend the general context in order to decode the interpretation of 
information in the right way (Myers, 2009). 
 
For this research, interpretative research was used, because the goal of this study is to 
comprehend the perceptions of employees and the relationships with their colleagues. 
It is supported that social parameters affect each individual‘s behavior regarding his 
or her ―social role‖ (Saunders et al, 2007). To be more precise, persons comprehend 
their daily circumstances in such subjective ways according to the sense they make 
out of the aforementioned social characters. Therefore, it is the most suitable approach 
because it seeks to comprehend and interpret employees‘ perception (Myers, 2009).  
 
3.2 Research design 
 
The objective of this dissertation is the role of trust playing in the relationships among 
employees in the health care sector. More particularly, the way trust is developed and 
those factors connected to trust are explored. The focus is on collaboration, 
communication and teamwork among different layers of employees within an 
organization that can contribute to enhance knowledge sharing. The background 
analysis has to be connected with the empirical study which is to be evolved below in 
order to answer the main goal and important findings arise. 
 
The main goal of the dissertation is: 
How is trust developed in order to exchange information individually or within a 
team? 
 
Having thoroughly examined secondary sources of data, researcher was able to 
structure the questions for her research. To be more precise, 13 questions with 14 sub-
questions were formulated, consisting of open-ended questions to let the interviewees 
express their opinion (Fink, 2003a).  
 
The interview types are structured, semi-structured and unstructured (Myers, 2009). 
In this dissertation, researcher used semi-structured interviews as they are between the 
other two to keep a balance. These entail some pre-planned questions while during the 
24 
 
interview other questions can arise. This type permits the researcher to be 
spontaneous and add significant insights during the discussion. It is the kind that has 
been used mostly in business and management (Myers, 2009). In addition, probing is 
crucial in acquiring actual depth in the data derived from the interview; urge 
interviewees to answer more in-depth the questions beyond their initial response 
(King & Horrocks, 2010).   
 
3.3 Data Collection 
 
Concerning the data collection, on the one hand, secondary sources of data were used 
through academic journals, books and information from the organizations. On the 
other hand, primary sources completed through interviewing twelve people (6 
employees of Clinic A and 6 employees of Clinic B). Every organization follows 
different rules and procedures and as a result, employees act according to the 
organization within which they work. Thus, interviewees have different aspects 
regarding knowledge sharing and trust among them. Responses of the interviews were 
recorded and classified according to each interviewee‘s answers and later all the 
information will be presented in a table.  
 
Regarding the research sample, two Clinics in Thessaloniki will be the focus. Those 
Clinics are included in two big groups and provide services of primary and secondary 
care. Clinic A of Thessaloniki is the second private organization founded in 1989 and 
its growth has been remarkable, while Clinic B of Thessaloniki was founded in 1981 
(Industry report: Healthcare, 2011). Concerning the sample, the interviewees of Clinic 
A consists of 4 female and 2 male persons, the most of them having many years 
cooperation with this Clinic, while the participants of Clinic B consists of 3 female 
and 3 male, whose the most have few years cooperation with this Clinic.  
 
The interview guide was developed for a sample of twelve people in two Clinics of 
Thessaloniki, selected randomly without a specific criterion. The interviews consisted 
of thirteen open-ended basic questions and fourteen sub-questions. The questions 
were categorized and depicted different themes to which interviewees had to answer 
in a way that would facilitate them (King & Horrocks, 20107).  Thus, the interview 
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guide (King & Horrocks, 2010) is presented below as well as the overview of the 
Clinics, the demographics of the sample regarding the two Clinics and the themes of 
the questions. 
 
Table 1 Overview of Clinics 
Clinics Services Specialization Year            Number of                         
founded     employees                
A Surgery, Pathology, Cardiology, 
Maternity-Gynecology, 
Outpatient Clinic, 
Physiotherapy, Diagnostic Clinic, 
Neonatology-Pediatric 
Primary and 
secondary care 
1989              200-300 
B Surgery, Pathology, Maternity, 
Outpatient Clinic, Diagnostic 
Clinic, Special Units 
Primary and 
secondary care 
1981                200 
    
 
Interview Guide 
Background/ demographic questions: 
 Gender 
 Age 
 Educational level 
 Position within the organization 
 Years of experience in this organization 
 How many people are in the organization? 
 And how many departments? 
 Which Clinic 
 
Opinion/values questions:  
1. What kind of atmosphere is prevailing (e.g. friendly) among the people in this 
organization? (Janz B. D.and Prasarnphanich P., 2003) 
2. In general, how do you think that trust building is developed within the 
organization? (Six F. and Sorge A., 2008) 
2.1 Do you think people in this organization really trust each other enough? (Janz B. 
D.and Prasarnphanich P., 2003) 
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2.2 Have you experienced any event of trust or trouble? What was that? (Six F. and Sorge 
A., 2008) 
3. What kind of organizational or management factors could contribute to problem-
solving when an error occurs? (Lawton R., Carruthers S., Gardner P., Wright J. and McEachan R. C., 
2012) 
 
Questions regarding knowledge: 
1. Do you believe knowledge management is important? (Fong P. S. W. and Kwok C.W.C., 
2009) 
1.1 How do you participate in knowledge management organization? (Tseng F. and Fan Y., 
2011) 
1.2 So far, has the organization implemented knowledge management systems? (Fong 
P. S. W. and Kwok C.W.C., 2009) 
2. When errors occur, are they shared with others in order to not happen again? (Lawton 
R., Carruthers S., Gardner P., Wright J. and McEachan R. C., 2012) 
2.1 How are treated the higher-ups in this organization in case somebody makes a 
mistake?: does he receive sympathy, is he punished? (Janz B. D.and Prasarnphanich P., 2003) 
3. How do you acquire the knowledge that you need?:   
(i. by resorting to internal documents or data ﬁles in my organization 
ii. to work manuals  
iii. by attending conferences or reviewing conference notes 
iv. by attending professional lectures or undergoing educational 
training by using 
v. professional databases or web sites  
vi. by asking my colleagues or supervisors) (Tseng F. and Fan Y., 2011) 
4. How do you organize documents? (keep records of working knowledge) 
(i. in a written format  
ii. as standardized procedures 
iii. in the information system 
iv. you often update the work-related proﬁle for further use) (Tseng F. and 
Fan Y., 2011) 
 
Collaboration-trust-employees 
1. What do you think about organizational trust? (Janz B. D.and Prasarnphanich P., 2003) 
1.1 Why does one trust his colleagues? (Hattori  R. A. & Lapidus T., 2004) 
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1.2 After how much time did you feel more free to trust and exchange knowledge? 
(Chandra V. and Loosemore M., 2011) 
1.3 Is there high degree of trust in the decisions made by the board of directors? 
(Klopper-Kes H. AHJ, Siesling S., Meerdink N., Wilderom C. PM, van Harten W. H, 2010) 
1.4 Is anything happening by the administration to bring employees more closely to 
one another? (through organizing social events) (informal & formal) (Zarraga C. and 
Bonache J., 2003) 
1.5 or are there informal meetings among employees? (Zarraga C. and Bonache J., 2003) 
2. How does management take care employees‘ best interest? (Gould-Williams J., 2003) 
3. Αre you prepared to transfer your knowledge or experience to others? (Tseng F. and 
Fan Y., 2011) 
3.1 How do you believe that sharing of knowledge occurs and are you satisﬁed with 
that sharing among individuals? (Tseng F. and Fan Y., 2011) 
4. Would the majority of colleagues go on with their work even without the presence 
of supervisors? (Gould-Williams J., 2003) 
5. Is there close collegial relationship between you and nurses? (Klopper-Kes H. AHJ, 
Siesling S., Meerdink N., Wilderom C. PM, van Harten W. H, 2010) 
6. How is the relationship with new workers: do you help them even when not 
required? (Gould-Williams J., 2003) or how to do something or improve their work? (Zarraga 
C. and Bonache J., 2003) 
6.1 Do you cooperate and interact well with your colleagues of yours and other 
department/s as well, and have their respect and support? (Tseng F. and Fan Y., 2011) 
6.2 When discussing with your colleagues, do you express your opinions as much as 
you can? (Tseng F. and Fan Y., 2011) Or 6.3 When colleagues encounter problems, do you 
try your best to respond and provide the necessary information, documents, or 
techniques to them? (Tseng F. and Fan Y., 2011) 
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Table 2 Demographics of sample of Clinic A 
 
 
Table 3 Demographics of sample of Clinic B 
 
 
Clinic A
Departments
Employees
1 2 3 4 5 6
Gender Female Male Male Female Female Female
Age 30-40 50-60 50-60 50-60 60-70 50-60
Educational 
level
University of 
Theology
Medical 
University 
Medical 
University 
University of 
nursing
Economics 
Aristotle 
University   (Greek 
Translation: ΑΠΘ)
Medical 
University 
Position in the 
organization
Manager of 
Secretary (some 
years ago)
Pediatrician & 
specialty in 
Neonatology
Gynecologist A
started as 
Manager of 
Nursing 
Department-
now works as 
Director of 
Nursing 
Department
Started as Office 
Employee-now 
works as Director 
in Administration 
and Accounting 
Department
Gynecologist B
Working 
experience in 
years
13 7 12 30 37 14
Demographics
8
200-300
Interviewees  
Clinic B
Departments
Employees
1 2 3 4 5 6
Gender Male Male Female Male Female Female
Age 40-50 40-50 30-40 30-40 30-40 40-50
Educational 
level
Electrical 
Engineer-MBA-
MSc in National 
Health School 
(Greek 
Translation: 
Εθνική Σχολή 
Υγείας)
Medical 
University
Nursing 
Technological 
Educational 
Institute (Greek 
Translation: ΤΕΙ)
University of 
Nursing-MBA
Medical University
Medical 
University
Position in the 
organization
Director of the 
Clinic
Orthopedic
Manager of 
Nursing 
Department the 
last 4 years
Director of 
Nursing 
Department
General 
practicioner
Gynecologist
Working 
experience in 
years
5 5 5 5 5 4
6
200
Demographics
Interviewees  
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Table 4 Protocol themes  
 
 
This sample was asked to express their opinion regarding their relationships in 
developing trust, collaboration and knowledge sharing. The interviews were 
conducted in Greek, so translation was required and their duration was approximately 
half an hour. Moreover, the interviews were conducted face-to-face and the place was 
specified by them, so their work was not interrupted; such as their workplace in the 
Clinic or in their private office (Myers, 2009; King & Horrocks, 2010). Lastly, 
interviewees were assured of their privacy and anonymity in order to complete the 
research (King & Horrocks, 2010). 
 
3.4 Data analysis 
 
For this dissertation a qualitative methodology was used. To be more specific, in 
depth-interviews were used on a sample of twelve people. Qualitative method was 
Themes Questions
Dimension Opinion/values
Subdimensions Atmosphere 1
Development of trust among 
employees
2,2.1,2.2
Management factors 3
Dimension Questions regarding knowledge
Subdimensions Knowledge management 1,1.1,1.2
Organization of errors 2,2.1
Acquisition-organization of 
knowledge
3,4
Dimension Collaboration-trust-employees
Subdimensions Trust 1,1.1,1.2,1.3,1.4,1.5
Management actions 2
Knowledge sharing 3,3.1
Willingness to work 4
Relationships among employees 5,6,6.1,6.2,6.3
Protocol themes
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chosen because researcher believes that through interviews and face-to-face 
communication information can be elicited (Myers, 2009). All the interviews were 
carefully recorded to facilitate the researcher in their interpretation except for one 
where the interviewee did not agree to be recorded resulting in note taking (King & 
Horrocks, 2010). Qualitative research, and more particularly the interview, is 
significant because it provides researchers with valuable information about 
employees‘ beliefs and opinions.   
 
Qualitative research is beneficial for the researcher helping the organizations to 
comprehend peoples‘ desires and meanings. It gives insights because it requires face-
to-face contact with people and a rapport is built between interviewer and 
interviewee, making easier the interpretation of body language and other reactions. In 
this way, they feel more trustworthy to reveal essential information through 
discussion rather than just filling in a questionnaire (Gillham, 2005). Additionally, 
interviewing concentrates more on peoples‘ experiences than their judgments and 
assessments (King & Horrocks, 2010).  
 
To be more specific, ―Generic content analysis‖ technique was applied in order for 
qualitative data to be analyzed (Jankowicz, 2004). That is to say, interviewees‘ 
responses were subjectively classified in categories according to the implications of 
the answers. Every response was allocated to the category it matched. The categories 
either concerned vital dimensions of literature review chapter or aspects emerged 
according to the interviewees‘ answers, contributing to the parameters the researcher 
desires to investigate (―bootstrapping technique‖) (Jankowicz, 2004). For instance, in 
the question of the atmosphere prevailing in the Clinics, researcher made the 
classification related on ―atmosphere‖ dimension. Finally, in order to evaluate the 
results of the sub-dimensions in each dimension, researcher measured as of ―strong 
evidence‖ the sub-dimensions that had more than 4 answers, of ―moderate evidence‖ 
the sub-dimensions with 3 answers and of ―weak evidence‖ the sub-dimensions with 
less than 2 answers.  
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3.5 Trustworthiness of data 
 
Each research has to follow some moral rules in order for the issues of validity and 
reliability to be adhered to. To begin with, the type of interview (semi-structured) 
gave the opportunity to the researcher to obtain more details through sub-questions 
arising so that the clarity of the interviewees‘ sayings is clarified and results in 
precision of findings (Gillham, 2005; Bloomberg & Volpe, 2008). Moreover, the 
interviewees‘ body language and other reactions were carefully observed during the 
interview and presented. The fact that recorded interviews were sent to interviewees 
in order for the analysis to be accurate and no misapprehension could arise from the 
researcher enhances the reliability of this dissertation (Bloomberg & Volpe, 2008). 
Moreover, researcher provides details regarding the data and the way those were 
collected and examined (Myers, 2009). What is more, the descriptions of the 
interviewees presented in findings, portray a whole and reasonable image as well as 
the use of references, mainly in literature review supporting any statement securing 
transferability (Bloomberg & Volpe, 2008).  
 
3.6 Ethical Considerations-Limitations 
 
In this dissertation, moral issues were taken into account to guarantee that they are 
adhered to and that the interviewers showed respect to the interviewees. Firstly, the 
researcher acquired the approval of the director of the Clinic to contact the employees. 
Thereafter, interviewees were informed of the objective, methods and result of this 
research and of their right to participate or not (Myers, 2009; King & Horrocks, 
2010). They were also informed that the interview would be recorded securing 
accuracy of their words and this process was accomplished with their permission. 
Only one interviewee did not agree to be recorded resulting in note taking. Copies of 
the dissertation will be sent to participants ensuring that any statement of theirs was 
carefully and respectfully used. Moreover, confidentiality and anonymity would be 
kept ensuring them that any data or identity of participants would not be mentioned.  
 
Regarding the limitations, each dissertation has some and accordingly they have to be 
mentioned. To begin with, this research is conducted only in two Clinics of 
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Thessaloniki, so a more holistic picture could be held taking into account not only all 
the private Clinics as well as the hospitals (the public sector) of Thessaloniki but of 
other cities as well (e.g. Athens, Kalamata, Larisa, Aleksandroupoli). A comparison 
among private and public sectors would shed more light on knowledge sharing and 
trust among employees. Additionally, the sample could be more persons from every 
department resulting in more accuracy. Moreover, a combination of qualitative and 
quantitative techniques could be used as well as some other methods of qualitative 
like observation in order that triangulation of results is secured. Lastly, pilot tested did 
not occur due to lack of availability of more persons to contribute to the dissertation.  
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4. Analysis and discussion of findings 
 
At this stage, a comparison between the findings of the two samples of the Clinics on 
the same themes of questions will be analyzed and a comparison between those 
findings and the existing literature as well. Furthermore, the interviews produced 
thirteen latent dimensions with corresponding to fourteen sub-dimensions. 
 
4.1 Opinion/Values 
 
This latent dimension refers to thoughts of interviewees regarding the subject and the 
way those connect with the real situation existing in the organizations concerning 
trust, knowledge sharing and the relations among employees (King & Horrocks, 
2010). According to the questions, three sub-dimensions have emerged which will be 
presented below. 
Table 5 Cross-Comparison between the two Clinics 
 
KEY 
CATEGO-
RIES
DEFINITION
Sub- 
dimensions
Atmosphere
This sub-dimension 
refers to the 
environment that 
dominates in the 
Clinic motivating 
people to exchange 
knowledge. (Ho et 
al, 2010)
Develop-
ment of trust 
among 
employees
This sub-dimension 
refers to the 
factors 
contributing to the 
development of 
trust. (according to 
respondents' 
answers)
Strong evidence:         
Trust is developed 
through years, 
experience, daily 
routine on the work 
and good collaboration.  
"Development of trust   
is an aftermath of the 
development of 
friendship that exists" 
(Gynecologist A)                      
Strong evidence:                
There is trust among 
employees but 100% it 
never exists.                    
"You never know if it is 
really friendship or not, but 
they reciprocate to going 
out".                          
(Director of Nursing)                  
Strong evidence:           
They haven't experienced a 
specific event.                      
"Here we act as 
psychologists for the 
employees".            
(Director of Nursing)
Strong evidence:                      
Trust is developed through 
years, daily routine, contact, 
experiences and support in 
their daily action.                      
"I trust and collaborate with 
those who are able to 
correspond to the 
requirements of the work". 
(General practitioner)
Strong evidence:                            
There is trust among employees. 
"There are persons who are  
absolutely trustworhty and have 
demonstrated they deserve trust 
and others who are wary".                          
(General practitioner)                                    
Strong evidence:                          
They haven't experienced a 
specific event. 
Manage-
ment factors
This sub-dimension 
refers to elements 
that could 
contribute to the 
solution of a 
problem. 
(according to 
respondents' 
answers)
CLINIC A CLINIC B
Moderate evidence:                                                     
Effort is made for an organization to know what to 
do in case of error, but it depends on each case
Moderate evidence:                                                                                
The protocols and the procedures that should be adhered to.                          
"The more typical and systematic educational protocols which 
should be adhered to are, the better results we have in the 
avoidance of errors." (Director of Nursing)
Strong evidence:                                                          
friendly, family environent.                                       
"We are a family, If one employee suffers, the 
others sympathize" (Director of Nursing).
Strong evidence:                                                                                
friendly environment.                                                             
"However, competition is not missing; there are issues as to who 
will have the control,  who he will accept the order from and if 
the one department covers the other".                                     
(Director of the Clinic) 
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To begin with, the sub-dimension of atmosphere refers to the environment that 
dominates in the Clinic motivating people to exchange knowledge (Ho L. et al, 2010). 
There is strong evidence that the atmosphere prevailing in both Clinics among 
employees is mainly friendly while in Clinic A family as well. This is supported also 
by Van den Hooff and de Ridder (2004) that a productive atmosphere affected 
knowledge sharing importantly and in a positive way. In Clinic A, there are some 
outstanding issues with the administration department regarding their payment delays. 
As Director of Nursing said: ―We are a family, if one employee suffers, the others 
sympathize‖.  However, in Clinic B as its Director said: ―Competition is not missing; 
there are issues as to who will have the control, who he will accept the order from, if 
the one department covers the other in servicing and so on‖.  
 
The second sub-dimension of development of trust among employees refers to the 
factors contributing to the development of trust (according to respondents' answers). 
In Clinic A, there is strong evidence that trust building is developed through years, 
experience, daily routine on the work and good collaboration. According to Mayer et 
al (1995) and Mayer and Davis (1999), ability, benevolence and integrity are factors 
affecting trust development. Moreover, it is supported by Blau (1964) that trust can be 
evolved through enhancing discourse interchange. As Gynecologist A said: 
―Development of trust is an aftermath of the development of friendship that exists‖. It 
depends on the level of everyone‘s knowledge and the level of willingness each one 
has to share.  In Clinic B, trust is strongly developed through years, daily routine, 
contact, experiences and support in their daily action. This development is an issue of 
collaboration. As Newell et al (2007) support, trust is a component helping the 
development and upkeep of cooperative relations within society. As General 
practitioner said: ―I trust and collaborate with those who are able to correspond to the 
requirements of the work‖. Interviewees of Clinic B supported that bonds of trust can 
be developed while watching the way everyone acts in his work and depending on his 
assiduity and skillfulness. Moreover, it is possible to enhance trust building through 
development of procedures for different actions of the organization to have specific 
guidance according to which the organization operates and educational programs that 
enhance their efficiency and effectiveness. 
 
35 
 
With regards to trust among employees, there is strong evidence that there is trust in 
both Clinics, while in Clinic A it never exists 100%. As Director of Nursing of Clinic 
A said: ―You never know if it is really friendship or not, but they reciprocate to going 
out‖. Nevertheless, in Clinic B a General practitioner said: ―There are persons who 
are absolutely trustworthy and have demonstrated they deserve trust and others who 
are wary‖. In general, it exists by necessity, but it depends on every person separately 
and his character. Director of Clinic B assessed: ―Trust is gained through knowledge, 
the interaction among employees and the exchange of knowledge and opinions‖. 
Those are also claimed by Bresnen and Marshall (2000b) and Chan et al. (2004) that 
trust cannot evolve without devoting time and exertion. 
 
Regarding their experience in any specific event of trust or problem, there is strong 
evidence that they have not experienced any. In Clinic A, Director of Nursing said: 
―Here we act as psychologists for the employees‖. Nonetheless, interviewees of Clinic 
B stated that some issues were present in the absence of a doctor where the colleagues 
could give more attention. Another issue is that some employees take initiatives by 
selecting to arrange a problem on their own, thinking that it may not expand, resulting 
in the development of the feeling of insecurity and causing problems in the proper 
functioning of the organization. 
 
The third sub-dimension of Management factors refers to elements that could 
contribute to the solution of a problem (according to respondents' answers). In Clinic 
A, there is moderate evidence that effort is made for an organization to know what to 
do in case of error, but it depends on each case. According to interviewees‘ responses, 
each department has its different assignments; in the administration department effort 
is made to organize and reduce much paperwork, in the midwifery department there is 
a central guidance from 1-2 persons, preferably shareholders, for acting accordingly 
in case of error, in the nursing department meetings are organized regularly, necessary 
for what to look out for and what to avoid, like behavior of employees, cleanliness 
and so on. Other issues that could contribute to a better performance are the meetings 
which should be organized to know each other better and the issue of payments that 
affect the psychology of everyone working there. In Clinic B, there is also moderate 
evidence that the protocols and the procedures should be adhered to. As Director of 
Nursing said: ―The more typical and systematic educational protocols which should 
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be adhered to are, the better results we have in the avoidance of errors‖. If these 
educational protocols and procedures are not adhered to as they should, be errors may 
occur and usually happen from weak links. According to Director of Clinic: ―Maybe 
the procedures protect us from the weak links and not from those who could work on 
their own‖. Another issue is the discussions between medical and nursing departments 
that should be organized regularly in order for any error occurring, to be confronted 
directly and not trying to put the blame to one another or waiting from the 
administration department to solve everything. That means that a better 
communication between them is needed.  
 
4.2 Questions regarding knowledge 
 
This latent dimension refers to the issues concerning knowledge and its significance 
and the administration of errors (according to respondents' answers). Three sub-
dimensions have emerged according to the classification of questions. 
Table 6 Cross-Comparison between the two Clinics 
 
DEFINITION
Knowledge 
manage-
ment 
This sub-dimension 
refers to “the 
systematic process of 
identifying, capturing 
and transferring 
information and 
knowledge people 
can use to create, 
compete and 
improve”      (Nicolini 
et al, 2008)
Strong evidence:                      
Knowledge Management is very 
important in order that different 
situations can be handled 
accordingly.                                    
Strong evidence:                          
They transmit their knowledge 
and experiences orally as much as 
they can, in their daily routine 
and free time through different 
meetings with other colleagues. 
(beneficial)
Strong evidence:                 
No Knowledge 
Management systems have 
been implemented.
Strong evidence:                                     
Knowledge Management is very 
important.                                                   
"It is the base line especially in a 
healthcare organization."                      
(Director of Nursing)                                       
Moderate evidence:                                 
They transmit their knowledge through 
meetings with other colleagues.                   
(beneficial)
Strong evidence:                                
No Knowledge Management 
systems have been implemented 
except for Nursing Department 
where there is a shared folder 
beyond emails encluding saved 
protocols, procedures or scientific 
journals in order to be accessible to 
the employees any moment.
Organization 
of errors
This sub-dimension 
refers to the sharing 
of errors and the 
punishment in the 
case of errors. 
(according to 
respondents' 
answers)
Strong evidence:                            
The errors are mostly shared 
among employees, but there are 
some errors that they do not 
want to discuss                                
"Errors are human".                      
(Gynecologist B)
Strong evidence:                 
There is a family system 
where recommendation 
will be made in a good way 
with understanding and 
with severity if repeated.                     
"There is solidarity in all 
the levels of hierarchy". 
(Gynecologist A)
Strong evidence:                                         
The errors are mostly not shared among 
employees.                                                   
"They believe that they are obliged to 
share the errors and not that they really 
believe they should share them." 
(Director of Nursing)
Strong evidence:                              
There is a very good administration 
where, firstly, recommendation will 
be made and the cause explained.                                     
"There is rebuke when it has a 
meaning because the rebuke will 
burden the one responsible with 
stress and make it more difficult to 
administrate the error."                  
(Director of Nursing)
Acquisition-
organization 
of knowledge
This sub-dimension 
refers to the way 
employees acquire 
the knowledge 
needed and 
recording it. 
(according to 
respondents' 
answers)
Strong evidence:                            
They acquire the knowledge 
needed through asking colleagues 
even about things that are known 
to them, attending seminars-
conferences (for the 
administration of quality to 
patients and personnel  behavior) 
and the internet. 
Weak evidence:                  
Records of working 
knowledge are kept in 
written form and in an 
information system. 
Strong evidence:                                         
They acquire the knowledge needed 
through attending seminars-conferences 
and lectures, the internet and discussing 
with colleagues . 
Moderate evidence:               
Records of working knowledge are 
kept in electronic file and in written 
form. 
CLINIC A CLINIC B
37 
 
The first sub-dimension of knowledge management refers to ―the systematic process 
of identifying, capturing and transferring information and knowledge people can use 
to create, compete and improve‖ (Nicolini et al, 2008:245). There is strong evidence 
in both Clinics that knowledge management is very important in every organization in 
order that different situations can be handled accordingly. According to Director of 
Nursing of Clinic B: ―It is the base line especially in a healthcare organization‖. As it 
is stated by Fong and Kwok (2009), knowledge is a significant resource for every 
organization, so it is crucial to administer knowledge suitably. 
 
Regarding employees‘ involvement in knowledge management organization, in Clinic 
A, there is strong evidence that employees transmit their knowledge and experiences 
orally as much as they can, in their daily routine and free time through different 
meetings with other colleagues. According to Prusak (1998), reliable knowledge 
management would contribute to the interchange of information directly. According 
to interviewees‘ answers, every person participates differently in knowledge 
management organization. It is supported by one interviewee that when an error 
occurs, the employee responsible is informed orally for the right administration and so 
this process is done. Additionally, in the medical department, doctors say and show 
how some medical instruments function, but the level of personal willingness plays a 
great role. Accordingly, in the nursing department, meetings among managers and the 
director are organized and every manager has the knowledge and the way needed to 
instruct ―his children‖. However, in Clinic B there is moderate evidence that 
employees transmit their knowledge through meetings with other colleagues. 
According to participants‘ responses, in the nursing department there are two 
perspectives. They try to have regular meetings (every 3 months) with the other 
colleagues in order for any problems to be solved and keep the contact between them. 
Moreover, knowledge management organization occurs by trying to implement those 
educational procedures and informing any up to date protocol regarding the 
administration of the work through email and intranet of the association or hard copy 
sometimes. Likewise, through meetings that are organized where self-examinations 
are developed and discussed in a more scientific way. In the medical department, they 
have a very detailed visit with other doctors or nurses analyzing any emergency, some 
others point out the errors observed and it mainly occurs when the other colleagues 
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ask and show their interest. The perception of all the participants is that this 
knowledge management organization is beneficial. 
 
Concerning knowledge management systems and whether they have been 
implemented, there is strong evidence in both Clinics that they have not. 
Nevertheless, in Clinic B and specifically in the nursing department there was a 
necessity to have a shared folder beyond emails where protocols, procedures or 
scientific journals are saved in order to be accessible to the employees at any moment. 
According to Fong and Kwok (2009), the exchange of knowledge is reliant on 
everyone separately and their private system of channels, that‘s why a system of 
knowledge management is needed. 
 
The second sub-dimension of organization of errors refers to the sharing of errors and 
the punishment in the case of errors (according to respondents' answers). In Clinic A 
there is strong evidence that the errors are mostly shared among employees, but there 
are some errors that they do not want to discuss. Although in the presence of a 
suspicion about an occurrence all the employees discuss the error. As Gynecologist B 
said: ―Errors are human‖. Nevertheless, in Clinic B there is strong evidence that, the 
errors are mostly not shared among employees. As Director of Nursing said: ―They 
believe that they are obliged to share the errors and not that they really believe they 
should share them‖. In the nursing department, it is supported that sometimes there is 
a fear of expressing what has been done. However, if the employees possess trust, 
they are disposed to acknowledge the errors and be open to justified criticism 
(Bandow, 2001; Webber, 2002). In addition, when the errors occur and this sharing 
happens, it is a result of procedures that you demarcate for the operation of the 
department and establish a philosophy that responsibility is collective, especially in 
the health care sector and nursing. In the medical department, it depends on every 
person and most times, the errors are not known, it is those that everyone will see, 
because they will be tried to be covered up and not disseminated. However, all the 
participants found it a really good idea to have a system whereby they refer the errors, 
the daily occurrences and experiences because as it is supported by Baker et al (2006), 
reporting among team members is a feature of efficient team accomplishment. 
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With reference to the way higher-ups treat someone in case of error, in Clinic A, there 
is strong evidence that there is a family system where recommendation will be made 
in a good way with understanding and with severity if repeated. As Gynecologist A 
said: ―There is solidarity in all the levels of hierarchy‖. In Clinic B, there is strong 
evidence that there is a very good administration where, firstly, recommendation will 
be made and the cause explained. As Director of Nursing said: ―There is rebuke when 
it has a meaning because the rebuke will burden the one responsible with stress and 
make it more difficult to administrate the error‖. In the nursing department, there is a 
sequence of procedures by trying to see what went wrong and correct it and giving 
second chances as well. A practice that has been implemented to an employee of the 
nursing department was that the Director obliged him or her, instead of imposing a 
punishment, to study the specific issue of having made the error, do an assignment 
and present it to the colleagues in order for all of them to build the knowledge and 
comprehend the reason he or she followed the specific process. Such practices have 
better results than the classic imposition of punishment, where they are afraid to talk 
and express themselves and focus on the wrong part of administration resulting in 
being more prone to error.  
 
The third sub-dimension of acquisition-organization of knowledge refers to the way 
employees acquire the knowledge needed and recording it (according to respondents' 
answers). In Clinic A, there is strong evidence that they acquire the knowledge 
needed through asking colleagues even about things that are known to them, attending 
seminars-conferences (for the administration of quality to patients and personnel 
behavior) and the internet. It is also stated by the interviewees that knowledge can be 
acquired through experiences, daily routine on the work and those that you have done 
and have heard of. Likewise, in Clinic B, there is strong evidence that they acquire the 
knowledge needed through attending seminars-conferences and lectures, the internet 
and discussing with colleagues. It is also supported by the interviewees that 
knowledge is acquired through experiences, studying books and medical journals.  
 
Regarding the way records of working knowledge are kept, in Clinic A there is weak 
evidence that those are kept in written form and in an information system. However, 
they are also kept electronically. It depends on everyone‘s personal facility and habit. 
Nevertheless, in Clinic B there is moderate evidence that those records are kept in 
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electronic file and in written form. Still, they are also kept in an information system. 
The Director of Nursing claimed that there is ―a red file with instructions‖ which is 
complemented continually with new instructions in order that old and new employees 
can check procedures that can be done. 
 
4.3 Collaboration-trust-employees 
 
This latent dimension refers to the significance of trust in an organization and related 
factors, the relationships among employees, their level of collaboration and their 
willingness to share knowledge. Five sub-dimensions have emerged according to the 
classification of questions. 
 
The first sub-dimension of trust refers to an aspect behaving ―between individuals and 
groups within organizations which are a highly important ingredient in the long term 
stability of the organization and the well-being of its members‖ (Ho et al, 2010:629). 
There is strong evidence in both Clinics that organizational trust is very important. As 
Blau (1964) claimed, trust is an important part in a procedure of interaction among 
members of society. As Gynecologist B of Clinic A said: ―It is the basic prerequisite 
of work‖. Teamwork is a great factor in organizational trust which in turn is 
significant to be circulated. According to Mayer et al (1995), if trust does not exist, 
there is no probability of evolving a cooperative system. Additionally, Director of 
Nursing of Clinic A said: ―If trust does not exist, collaboration will not exist, but do 
not have always much trust to everyone‖. Accordingly, Director of Clinic B said: 
―When trust exists it elevates the organizations‖. Moreover, General practitioner of 
Clinic B said: ―It is a driving force in order to work‖. However, the organizations 
invest only piecemeal and not effectively as they should. It is something that requires 
time and is gained, it is not imposed. 
 
 
 
 
 
 
41 
 
Table 7 Cross-Comparison between the two Clinics 
 
KEY 
CATEGO-
RIES
KEY CATEGO-
RIES
DEFINITION
Sub- 
dimensions
Trust 
This sub-dimension 
refers to an aspect 
behaving “between 
individuals and groups 
within organizations 
which are a highly 
important ingredient 
in the long term 
stability of the 
organization and the 
well-being of its 
members.   (Ho et al, 
2010)
Strong evidence:                       
Organizational trust is very 
important.                                             
"It is the basic prerequisite of work". 
(Gynecologist B)                                   
"If trust does not exist, collaboration 
will not exist, but do not have 
always much trust to everyone". 
(Director of Nursing)                                         
Weak evidence:                                  
Someone trusts the others because 
he has to, otherwise no 
collaboration and no outcome of 
work will be.                                      
"There is respect not in knowledge 
but in exertion of so many years." 
(Gynecologist A)
Moderate evidence:                                   
Little time was needed to trust and 
exchange knowledge, after 2-3 months 
where you have an overview.                              
"I always have faith to my colleagues and 
nobody has disproved it".                   
(Director in Administration-Accounting)                                  
Strong evidence:                                            
There is a high degree of trust in the 
decisions.                                                             
Strong evidence:                                                      
Formal social events have been organized in 
the past-now due to the crisis only at 
Christmas.                                                         
Strong evidence:                                             
Informal events are rarely organized 
depending on each department.
Strong evidence:                                        
Organizational trust is very important.                   
"When trust exists it elevates the organizations". 
(Director of the Clinic)                                                            
"It is a driving force in order to work".                
(General practitioner)                                                    
Moderate evidence:                                                    
Someone trusts the others over time showing their 
skills and personality.                                                 
Moderate evidence:                                                                 
Little time was needed to trust and exchange 
knowledge, after 3-4 months.                                               
"I do not regard that I should cement a relation of 
trust to exchange knowledge.The exchange of 
knowledge is basic to the relation of trust and not 
the development of trust on the exchange of 
knowledge a second time". (Director of Nursing) 
Moderate evidence:                                         
There is a high degree of trust in the 
decisions.                                                    
Strong evidence:                                      
Formal social events were organized mainly 
at Christmas, but now due to the crisis such 
events are stopped.                                                       
Strong evidence:                                        
Informal events are rarely organized  with 
other coleagues depending on every 
department (nursing-medical department, 
administration department, medical only)
Management 
actions
This sub-dimension 
refers to the way 
managers are 
interested in 
employees' interest. 
(according to 
responsents' answers)
Knowledge 
sharing
This sub-dimension 
refers to the 
procedure of 
conceiving or 
transferring 
knowledge from an 
original unit to a 
receiver unit. 
(Lavanya, 2012)
Strong evidence:                               
They are already prepared and 
willing to transmit their knowledge 
and experiences. 
Strong evidence:                                   
Knowledge sharing occurs verbally, usually 
on the work and on a specific occurence.                                  
"Knowledge sharing is an issue of 
experiences and with this someone can 
cover any gap in other colleagues' minds".         
(Gynecologist A)                                           
They are mostly satisfied with that 
knowledge sharing. 
Strong evidence:                                                           
They are already prepared and willing to transmit 
their knowledge and experiences where it is needed.      
Strong evidence:                                 
Knowledge sharing occurs through 
discussions among doctors regarding 
emergencies, on work and in the context of 
conversation.                                                
"There is a lack of education in knowledge 
sharing and maybe of procedures from the 
organization". (General practitioner)                        
"Most of the time, knowledge sharing arises 
as a result of a problem, it doesn't arise 
either as a necessity of development, or as 
a prevention". (Director of Nursing)                            
They are not mostly satisfied with that 
knowledge sharing. 
Willingness to 
work
This sub-dimension 
refers to the 
eagerness of 
employees to work 
even without the 
presence of 
supervisors. 
(according to 
respondents' 
answers)
Relationships 
among 
employees
This sub-dimension 
refers to the 
development of a 
trustworthy, 
collaborative 
environment 
enhancing knowledge 
exchange. (Dirks & 
Ferrin, 2001; Mayer et 
al, 1995)
Strong evidence:                             
There are friendly and professional 
relationships among physicians, 
administrators and nurses.      
"Based on collaboration you acquire 
intimacy".                                    
(Director of Nursing)                                      
Strong evidence:                                  
Relation with new workers is very 
good, always open to help.                      
"I say you will do it in that way, you 
didn't do it correctly, you didn't 
speak kindly, you will go there…" 
(Director of Nursing)
Strong evidence:                                            
They cooperate and interact well with their 
colleagues having their respect and support.                                                    
Strong evidence:                                            
They express their opinion while discussing 
with their colleagues. "Depending on the 
day, mood, tiredness I express my opinion 
when I am interested in the issue".      
(Gynecologist B)                                                       
Strong evidence:                                            
When colleagues encounter problems they 
are willing to help them and do everything 
they can.                                                            
"It is a team and everyone tries to do their 
best". (Gynecologist B)
Strong evidence:                                                         
There is close collegial relation among physicians, 
administrators and nurses.                                        
"We have close relation with those who speak the 
same language and have the same age group and 
culture". (Director of Nursing)                                                 
"We have daily routine and bonds each other". 
(Manager of Nursing)                                             
Strong evidence:                                                     
Relation with new workers is very good, guiding and 
helping them when the others are interested in.                                                                                           
"I welcome them and say, anything you need do not 
hesitate to ask". (General practitioner)
Strong evidence:                                         
They cooperate and interact well with their 
colleagues having their respect and support.                                                   
Strong evidence:                                           
They express their opinion while discussing 
with their colleagues.                                 
Strong evidence:                                             
When colleagues encounter problems they 
are willing to help them and do everything 
they can if they know the occurence.                                             
"The incentive is the administration and 
willpower". (Director of Nursing)
CLINIC A CLINIC B
Moderate evidence:                                                                                                  
Managers rarely look out for employees' interests  through asking them about 
their work.                                                                                                                            
"We have meetings with our manager every 3-6 months discussing any problem". 
(Pediatrician)
Moderate evidence:                                                                                                                             
Managers do not look out for employees' interests.                                                                                   
"I try to motivate them by discussing any problem with them".                                                  
(Director of Nursing)
Strong evidence:                                                                                                               
Most employees would go on with their work.                                                       
"They are diligent persons and love what they do".                                           
(Director in Administration-Accounting)                                                                   
"Generally, we all do want someone to supervise us".  (Director of Nursing) 
Strong evidence:                                                                                                                                           
Most employees would go on with their work.                                                                                   
"They are diligent and energetic and mainly those who do not have experience try more". 
(Gynecologist)                                                                                                                                                    
"A qualitative 60% possessing positions of responsibility they have, would go on".                 
(Director of Nursing)
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Regarding the reason somebody trusts the others, in Clinic A there is weak evidence 
that the reason he or she does it is because he has to, otherwise there no collaboration 
will be and so no outcome of work. As Gynecologist A said: ―There is respect not in 
knowledge, but in exertion of so many years‖. He trusts, maybe, because he knows 
that his colleagues tired and strived to get where they are. A Gynecologist B claimed 
that you need to trust your colleagues and feel warmth when stressed, but the most of 
them are dependable and have proved it. However, in Clinic B there is moderate 
evidence that an employee trusts his colleagues over time showing their skills and 
personality. It depends on each individual whether he has inner trust. As Director of 
Nursing said: ―The reason why someone trusts others depends on recognizing to a 
degree each one‘s authority, level of studying and experience and good relations on 
which trust is built as well‖. As it is also mentioned above, those come along with the 
literature that trust cannot evolve without devoting time and exertion (Bresnen & 
Marshall, 2000b; Chan et al, 2004). As well this can be linked to those mentioned 
below. 
 
Concerning the time that interviewees felt more free to trust and exchange knowledge, 
in Clinic A there is moderate evidence that little time was needed, after 2-3 months 
where you have an overview. As Director in Administration-Accounting said: ―I 
always have faith to my colleagues and nobody has disproved it‖. Nevertheless, 
Gynecologist A assessed that after 2-3 years he understood that the atmosphere was 
so good. While in Clinic B there is also moderate evidence that little time was needed, 
after 3-4 months. As Director of Nursing said: ―I do not regard that I should cement a 
relation of trust to exchange knowledge. The exchange of knowledge is basic to the 
relation of trust and not the development of trust on the exchange of knowledge a 
second time‖. Again it depends on every person. 
 
With reference to whether there is a high degree of trust in the decisions made by the 
board of directors, in Clinic A there is strong evidence that there is a high degree of 
trust, while in Clinic B there is moderate evidence that there is a high degree of trust 
in the decisions. As Gynecologist B of Clinic A said: ―Sometimes those decisions 
could not be positive for all employees' work‖. According to an orthopedic of Clinic 
B: ―The time shows and it is evident on the work whether the decisions are right‖. 
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With regard to any events occurring to bring employees closer to one another, in 
Clinic A there is strong evidence that formal social events have been organized in the 
past, but now due to the crisis, have been reduced, only at Christmas. As Six and 
Sorge (2008) claimed, ―Socialization‖ organized by the company is significant in 
order to impart in new employees its values and rules, including training and 
educating them what was anticipated of them. Moreover, there is strong evidence that 
informal events are rarely organized depending on each department. In Clinic B there 
is strong evidence that formal social events were organized mainly at Christmas, but 
now due to the crisis such events are stopped. As the manager of nursing said: ―Only 
in the doctors‘ teams do these events happen in order to get to know each other 
better‖. Additionally, there is strong evidence that informal events are rarely 
organized with other colleagues depending on every department (nursing-medical 
department, administration department, medical only). Accordingly, gatherings out of 
the company among employees are essential for developing and making easier good 
relations, and allow the preservation of organizational climate (Coleman, 1990). 
 
The second sub-dimension of management actions refers to the way managers are 
interested in employees' interest (according to respondents' answers). In Clinic A 
there is moderate evidence that managers rarely look out for employees' interests 
through asking them about their work. As a Pediatrician said: ―We have meetings 
with our manager every 3-6 months to discuss any problem‖. In Clinic B there is 
moderate evidence that managers do not look out for employees' interests. As Director 
of Nursing said: ―I try to motivate them by discussing any problem with them‖. 
Usually, employees are interested in anything they need. 
 
The third sub-dimension of knowledge sharing refers to the procedure of conceiving 
or transferring knowledge from an original unit to a receiver unit (Lavanya, 2012). 
There is strong evidence in both Clinics that they are already prepared and willing to 
transmit their knowledge and experiences and mainly where it is needed. As Lavanya 
(2012) assessed, knowledge sharing is a continuous procedure in every company. 
 
Concerning the way knowledge sharing occurs, in Clinic A there is strong evidence 
that it occurs verbally, usually on the work and on a specific occurrence. As 
Gynecologist A said: ―Knowledge sharing is an issue of experiences and with this 
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someone can cover any gap in other colleagues' minds‖. While in Clinic B there is 
strong evidence that knowledge sharing occurs through discussions among doctors 
regarding emergencies, on work and in the context of conversation. According to Van 
den Hooff and De Leeuw van Weenen (2004), knowledge sharing can be divided into 
two types; ―donating and collecting‖ knowledge. This is the procedure that should be 
occurred. As a General practitioner said: ―There is a lack of education in knowledge 
sharing and maybe of procedures from the organization‖. Additionally, Director of 
Nursing said: ―Most of the time, knowledge sharing arises as a result of a problem, it 
does not arise either as a necessity of development, or as a prevention‖. He added that 
that has to do with the way those organizations manage their educational plans, as 
well as those of personnel development. Generally, it is something that does not 
happen systematically and methodically. The interviewees of Clinic A are mostly 
satisfied with that knowledge sharing, while those of Clinic B are mostly not satisfied. 
As Manager of Secretary of Clinic A said: ―Knowledge sharing could be written‖. In 
addition, Director of Clinic B assessed that knowledge sharing could happen more 
frequently and techniques should exist. It requires self-discipline and it should be 
done regularly, and not once a year, although there is not much time for knowledge 
sharing. As he said: ―The horizontal approach of knowledge and opinion sharing is 
better than the bottom-up‖. 
 
The fourth sub-dimension of willingness to work refers to the eagerness of employees 
to work even without the presence of supervisors (according to respondents' answers). 
There is strong evidence in both Clinics that most employees would go on with their 
work. As Director in Administration-Accounting of Clinic A said: ―They are diligent 
persons and love what they do‖. According to Director of Nursing: ―Generally, we all 
do want someone to supervise us‖. Gynecologist of Clinic B said: ―They are diligent 
and energetic and mainly those who do not have experience try more‖. Additionally, 
Director of Nursing of Clinic B said: ―A qualitative 60% possessing positions of 
responsibility they have, would go on‖. 
 
The fifth sub-dimension of relationships among employees refers to the development 
of a trustworthy, collaborative environment enhancing knowledge exchange (Dirks & 
Ferrin, 2001; Mayer et al, 1995). In Clinic A there is strong evidence that there are 
friendly and professional relationships among physicians, administrators and nurses. 
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As Director of Nursing said: ―Based on collaboration you acquire intimacy‖. Also, in 
Clinic B there is strong evidence that there is close collegial relation among 
physicians, administrators and nurses. As Director of Nursing said: ―We have close 
relation with those who speak the same language and have the same age group and 
culture‖. Additionally, Manager of Nursing said: ―We have daily routine and bonds 
with each other‖. As Gotlib et al (2012) stated that continual and trustworthy 
attendance of physicians, nurses, and other professions developed discourse among 
them to provide better treatment to health care clients.  
 
Regarding their relationship with new workers, there is strong evidence that it is very 
good in both Clinics. In Clinic A they are always open to help. As Director of Nursing 
said: ―I say you will do it in that way, you didn't do it correctly, you didn't speak 
kindly, you will go there…‖. The point is the level of willingness of the newcomer. In 
Clinic B they guide and help them when mainly the others are interested. As General 
practitioner said: ―I welcome them and say, anything you need do not hesitate to ask‖.  
 
Concerning the cooperation and interaction with their colleagues, there is strong 
evidence in both Clinics that they cooperate and interact well with their colleagues 
having their respect and support and express their opinion while discussing with their 
colleagues. As Baker et al (2006) assessed, if all the professions in a health care sector 
collaborate, they would provide people with effective treatment. As Gynecologist B 
of Clinic A said: ―Depending on the day, mood, tiredness I express my opinion 
whether I am interested in the issue‖. Moreover, there is strong evidence in both 
Clinics that when colleagues encounter problems they are willing to help them and do 
everything they can. As Gynecologist B of Clinic A said: ―It is a team and everyone 
tries to do their best‖. It is supported that all the others will come to help and what 
everyone can do to the degree that his knowledge allows him. In addition, Director of 
Nursing of Clinic B said: ―The incentive is the administration and willpower‖. It is 
stated that in such a case they would like others to do the same and to put in effort and 
energy, because collective work should exist. 
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5. Conclusion 
 
This dissertation was founded on a qualitative research including two different 
samples of two Clinics and a common interview guide. It had as a goal not only to 
explore the role of trust playing in the relationships among employees in the health 
care sector and more particularly, the way trust is developed, but also the factors 
(collaboration, communication and teamwork) connected to trust which contribute to 
knowledge sharing. 
 
The findings contributed to comprehending the way trust is developed, the way 
knowledge sharing occurs and the organization of errors as well the relationships 
among different layers of employees. To be more particular, interviewees emphasized 
the very friendly atmosphere dominating in both Clinics. Accordingly, it is supported 
that organizational trust is very important in every organization. Specifically, all 
participants suppose that trust exists in their organizations, but with a small 
percentage of doubt. Thus, they trust each other because they have to, and over time, 
after showing their personality, since without trust there would be no collaboration 
and outcome of work. The development of trust can occur through different sources 
with dissimilar answers like years, experience, contact, good collaboration, daily 
routine on the work and support in their daily actions. Generally, it depends on each 
one‘s personality.  
 
Moreover, the findings resulted in the importance of administering the knowledge 
suitably in every organization in order for different situations to be handled. With the 
prerequisite of participants‘ preparation and willingness to transmit their knowledge 
and experiences, the sharing of that knowledge happens and it usually occurs verbally 
in the work with different meetings among colleagues. However, it does not happen 
systematically and methodically. There is diversity in interviewees‘ opinion regarding 
their satisfaction with that knowledge sharing emphasizing the necessity for being 
more frequent this knowledge sharing. Nevertheless, the errors occurring are mostly 
shared in Clinic A while not in Clinic B. Hence, in the case of error and not a repeated 
one, there is a very good administration from higher-ups trying to explain the cause 
and not imposing a punishment by so worsening their behavior. A trustworthy 
environment with a system reporting the errors, daily occurrences and experiences is 
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supported to be very useful. Thus, since knowledge management systems have not 
been implemented, all participants found it a really good idea to have such a system 
not only for the well-being of the patients but also for their relationships to lead in a 
collaborative and communicative environment.   
 
Furthermore, it is worth mentioning that the relationships among colleagues are 
friendly and professional as well as with any new member in their organization, by 
cooperating and interacting well. Likewise, in any difficult case everyone is willing to 
contribute based on his knowledge and experience. However, some social events 
could be organized to get to know each other better while everyone in his department 
tries to meet other colleagues informally. 
 
In conclusion, effort is made to have a trustworthy environment including 
collaboration, communication and teamwork. Thus, this could lead to administering 
the knowledge suitably and sharing it for the best performance of every one 
individually or within a team, enhancing in this way, their relationships.  
48 
 
5.1 Implications for practitioners 
 
The outcome of this research could be very useful for practitioners, as the managers 
of the health care sector would like to contribute to the best performance of the 
organizations by aspiring to foster knowledge sharing among individuals. This 
research recommends that trust is very important in developing collaboration and 
accordingly knowledge sharing. 
 Clinics and hospitals could develop an atmosphere that would encourage 
knowledge sharing. They could also develop these techniques which increase 
trust, collaboration and better communication among employees. (Aktharsha 
et al, 2012) 
 The managers of each organization could portray their willingness for 
knowledge sharing. Such a culture (culture of willingness for knowledge 
sharing) within the organization and dedication of managers to knowledge 
sharing encourages attitudes of knowledge sharing. (Aktharsha et al, 2012) 
 The managers could also distribute time and means to get involved in 
knowledge sharing. (Aktharsha et al, 2012) 
 Employees‘ beliefs that the knowledge they have in their head would lead to 
loss of their power could be moderated by confirming their positions in their 
organizations. (Aktharsha et al, 2012) 
 Nourishing trust in employees enhance their relationships among others 
towards knowledge sharing. (Hsu et al, 2011) 
 Interplay could improve the progression of common values, objectives and 
reciprocal appreciation among individuals (Panteli & Sockalingam, 2005). 
This could happen through meetings among them, in and out of the workplace, 
and with an expert according to every department of a Clinic or hospital 
exchanging his knowledge and experience (Chiu et al. 2006). 
 Since technology plays a great role in every workplace and in knowledge 
management, such systems could be developed in facilitating knowledge 
sharing. 
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5.2 Implications for researchers 
 
This research could shed more light for any future research wanting to seek trust and 
knowledge sharing in the health care sector more thoroughly. This thesis gives 
recommendations deriving from this research which could be developed in the future. 
 Further analysis in the types of trust (e.g. trust in an individual‘s competence 
and in an individual‘s benevolence, interpersonal and system trust) could be 
explored in relation to knowledge sharing. (Abrams et al, 2003; Leimeister et 
al, 2005; Ratnasingam, P., 2005) 
 Future researchers could also explore other factors contributing to knowledge 
sharing, like features of each personality, devotion within the organization, 
employers‘ fairness towards employees and so on. (Aktharsha et al, 2012; 
Lin, 2007) 
 A quantitative research with a bigger sample would be more helpful to 
identify the correlation between trust, collaboration and knowledge sharing 
ensuring, in this way, the validity and more accuracy of the results. 
 The sample could have more professional diversity regarding their 
background (age, profession, specialty, years of experience). 
 Future researchers could investigate only one professional specialty in a more 
thorough way to make an in-depth investigation (nurses, management team, 
or even a particular medical sector - general doctors, pediatricians, 
gynecologists and so on)  
 Future researchers could gather their sample from more private Clinics from 
other cities as well, and public sector (e.g. hospitals), in order to depict even 
more objective and representative conclusions. 
 Future researchers could use another type of questions (e.g. unstructured) so 
that to gain bigger flexibility and focus on the empirical knowledge of the 
sample with more accuracy. (King & Horrocks, 2010) 
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